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EDITORIALS 


Change of Name 


So many members of the Association have asked for my 
personal feeling about the change of our name that | would like 
to take this opportunity to say that it seems wiser that “the 
Chair” refrain from any active discussion. However your atten- 
tion is invited to the Century Dictionary and Cyclopedia in the 
definition of the points under consideration. 

1ST—termination of Greek origin, existing in many 

English words derived from the Greek or formed on 

Greek analogy, denoting an agent (one who does or has 

to do with a thing). , 

TECHNICIAN—a technicist. 

TECHNICIST—one who is skilled in technics, or 
in the practical arts. 

TECHNICS—1 (as a singular) the doctrine of arts 

in general, such branches of learning, collectively, as re- 

late to the arts. 2 (as a plural) technical terms, methods 

or objects; things pertaining to the practice of an art, 

science or the like. 

I have asked your two former presidents to say a few words 
in the light of the Association’s past and their perspective. 

For our 1926 convention we extend to each a special invita- 
tion for program and business meetings will be most interesting 
and vital to all. 


(Signed) DOROTHEA M. BECK. 


‘Are you a Physiotherapist? You are the one to decide the 
question; upon your decision rests your future name and that 
of your profession. 

In 1920 a national organization was founded, known as the 
“American Woman’s Physical Therapeutic Association.” <A 
year or two later, at the time it was decided that men holding 
the same qualifications should be eligible as members, the name 
of the Association was changed to “The American Physiotherapy 
Association.” 

We have become identified throughout the medical profes- 
sion and the general public as Physiotherapists, and now we are 
asked to give up our identity. We are told that we are not 
Physiotherapists,—we are aides, technicians, or any other name 
we may choose to designate for ourselves, but we are not Physio- 
therapists. 
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During the War, those of us who were in Service were 
known by the term Physiotherapy Aides, for lack of a better ex- 
pression. Fhe woid “Aide” many of us felt to be a misnomer, as 
many times we were confused with the organization of “First 
Aid to the Injured.” The addition of the precious “e” on the end 
of the word we zealously guarded, as a mark of distinction, for 
even as an emergency corps, we felt assured of the future possi- 
bility of a scientific profession, which should be definitely afhli- 
ated with the medical profession. 

The demand for trained Physiotherapists before the War was 
limited, but with the War came an increased recognition of this 
service, which resulted in the creation of an emergency corps. 
Standards, of necessity, could not be strict. Since the War, in- 
creased recognition has come to us, and the requirements. of our 
profession have steadily increased. As the demand has also con- 
stantly increased, it must lead inevitably to scientific schools of 
training and a completed course, which carries with it a Bachelor 
of Science degree. 

Since the War emergency ended, we have not been marking 
time. | have only to refer you to a letter recently received by 
each member from our esteemed President, to remind you of the 
progress that has been made by our national Association during 
the last few years, in creating new standards, encouraging the 
incorporation of state associations which are affiliated with the 
national Association, as well as obtaining recognition of both 
state and national medical Associations. 


There is nothing in the word “Physiotherapy” to imply 
future rivalry with the medical profession. Our Constitution de- 
fines very clearly that “physiotherapy shall be practiced by mem- 
bers only in co-operation with, or under the direction of physi- 
cians and surgeons.” 

Are we not worthy of our name? Why should we give up 
the one word that gives us any particular identity? Have we 
not earned the right to the name, and fought constantly for its 
protection, in order that the future members of our Association 
might realize that our vision was large enough to foresee an 
honorable and useful profession, which should be a strong ad- 
junct in the field of medicine? It is the future more especially 
than the ptesent, that we have to consider. 

An M. D. degree is attained only after years of study in 
the general practice of medicine and is an “open sesame” in any 


branch which may be taken up as a specialty. It is strange that 
an M. D. should wish to adopt a name which has been our ac- 
cepted designation for a number of years. The medical diction- 
aries define Physiotherapy as follows: 


our 


he use of natural forces, 
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such as air, light, heat, water, electricity, exercise, etc., for the 
treatment of disease.” 

The four branches, namely,—manipulation of muscle and 
joint (commonly spoken of as massage), therapeutic exercise, 
including muscle training and its correlated study of the laws of 
gravity and leverage; electrotherapy, and hydrotherapy (theory 
as well as their practical application), comprise the study as a 
whole. One who completes a thoroughly sound and scientific 
training in all four branches, is surely entitled to the name 
“Physiotherapist.” Without fundamental study in all of the 
branches, and with a limited outlook on one or two of the 
branches only, one has no right to the title “Physiotherapist.” 

We are facing so important a question that it should receive 
the attention of each individual member. Your future and that 
of your profession is at stake. Are you a Physiotherapist? 


(Signed) MARY McMILLAN. 


I hesitate to give my opinion on the change of title of our 
Association but permit me to reminisce a little. 

When the Association was started as the American Women’s 
Physical Therapeutic Association in 1920-21, that title was soon 
felt to be too cumbersome and also too narrow as it would keep 
the membership restricted to women only. 

A national vote was solicited, advice was sought and 
graciously given by men high in the medical profession and the 
present title was adopted. 

When two years afterwards our attention was called to the 
fact that a group of medical men felt we infringed on their right- 
ful territory by continuing our work under that title advice was 
again sought among medical men and lawyers versed in medical 
ethics, we were told that we were not overstepping our rights 
by so continuing; we dropped the matter and went on with the 
work at hand. 

Now that the question has been definitely brought up and 
some members of the American Academy of Physiotherapy and 
the American Electrotherapeutic Association feel that we do 
overstep our boundaries it might be wise to change the title of 
our Association to one that will be sure to eliminate any pos- 
sible confusion in the minds of the public as to what we are. 

As I understand it the objection to our title is chiefly that 
by using it we are designated as physiotherapists and that mem- 
bers of the above mentioned associations claim that to be a 
medical title. 

The New England Dictionary defines the suffix “IST” as 
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designating a person who practices some art or method or who 
prosecutes, studies or devotes himself to some science, art or 
branch of knowledge; then goes on to name anyone from archae- 
ologist to moralist, scientist, ventriloquist, etc. 

As our aim is to serve and not to quibble over fine points 
of technicalities I feel very sorry this question has had to be 
raised at all. 

With heartiest good wishes for continued growth of the 
Association, I am, 

Fraternally yours, 


INGA LOHNE, 


The Editor wishes to apologize for the September number of 
the Review, both for its lateness in publication and also for the 
condition in which it was sent out. The blame cannot be placed 
on any one of the people who so kindly and cheerfully did the 
work this summer during the editor’s absence, but rather to a 
combination of unavoidable circumstances which culminated in 
the loss for a time of the magazines in the mail. We all want 
you to have, and feel that you have a right to demand, the very 
best that we can give you-in the way of a professional magazine. 
The editor feels personally responsible when anything goes 
wrong regardless of the circumstances surrounding it. 


MUSCLE RE-EDUCATION FOLLOWING REDUCTION 
OF CONGENITAL DISLOCATION OF THE HIP. 


By Halbert W. Chappel, M. D. 
111 Medical Office Building, Los Angeles. 


A comparative roentgenological study before reduction of 
congenitally dislocated hips, shows a diversity of forms of struc- 
ture and displacement of the parts. Several years after reduc- 
tion marked differences can be noted in reconstruction. 

The hip-joint is an enarthrodial, or ball and socket joint. 
The rounded head of the femur is received into the cup shaped 
cavity of the acetabulum of the innominate bone. Just below the 
center of the cartilage covered head of the femur is a depression 
for the attachment of the apex of the triangular shaped liga- 
mentum teres, the base of which is fastened to the margin of the 
cotyloid notch. The acetabulum is deepened by the cotyloid 
ligament, a fibro-cartilagenous rim attached to its margin. These 
structures are surrounded by a strong dense capsular ligament 


| | 


6 Tue P. T. Review 


embracing the margin of the acetabulum above, surrounding the 
neck of the femur below, and strengthened by a Y shaped band 
of fibers extending obliquely across the front of the joint. The 
movements of the hip are very extensive, consisting of flexion, 
extension, abduction, adduction, internal and external rotation, 
and circumduction. 


The displacement, which usually takes place onto the dorsum 
ilia, is due to malformation of the head and neck of the femur, 
and of the acetabulum, giving rise to extreme lordosis and a 
waddling gait, as soon as the child begins to walk. The degree 
of malformation met with, varies from a condition of the parts 
closely resembling the normal, to one of extreme deformity. 
Although in some cases it does not seem possible that the usual 
conditions could have existed in foetal life, intimate contact must 
have existed at some time between the femur and innominate 
bone, since they developed from one mesoblastic mass, followed 
shortly by the appearance of the joint cleft. 

The shape, dépth, and capacity of the acetabulum are ex- 
tremely variable. The deficient margin above and the shallow 
floor, tend to make a straight line with the external surface of the 


‘aim, so different from the right angle, or shelf which exists 


at the upper part of the normal acetabulum. This allows very 
little support after reduction, for the usual small atrophied head, 
flattened on its median and posterior aspect, and the short often 
markedly anteverted neck, with its angle diminished. Nor- 
mally, the head of the femur transmits the body weight, and so 
is the pivot around which the movements of the lower extremity 
take place. This condition having been lost in congenital dis- 
location of the hip, it is the object of our treatment to keep the 
femoral head in contact with as much of the acetabulum as pos- 
sible, until it has become deep enough and broad enough to not 
only make a stable joint, but to easily allow a complete range of 
motion. 


When the reposition has been successful, the knee is flexed, 
and extension is resisted by the tense hamstrings. As soon as 
the knee is released from the cast, daily stretchings with voluntary 
and resistive exercises must completely overcome the tension of 
the hamstrings, before the first cast is removed from the hips. 
During this time the patient should be placed on his feet and ex- 
ercised in standing. The shoe of the operated side must be 
raised enough to account for the shortening. While walking, 
the patient ought to rely entirely on his own efforts, as the use 
of the extremity maintains its nutrition, and assists in deepening 
the acetabulum. Therefore, the patient should be encouraged to 
be on his feet as much as possible. 
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When both hips have been reduced at the same time, the 
patient may use crutches, hop sideways with the help of a stick, 
or move in any direction on a “walking chair.” 

On removal of the final cast, there will be wasting of the 
muscles, limitation of movement, lordosis, and lameness. While 
the rapid development of muscles is the best means of preventing 
reluxation, mobility must not be obtained at the expense of sta- 
bility. As the methods of treatment are apparently opposed to 
each other, one must use his best judgment in selecting and prac- 
ticing the exercises for each case. 

To bring the extremity from the abducted position to the 
parallel one, is the first and often the greatest task, since struct- 
ural rigidity has frequently developed. Beginning in the recum- 
bent position, with the pelvis held firmly, the patient abducts 
and adducts through an increasingly greater range, first without, 
and then with, resistance. A moderate amount of abduction be- 
ing necessary for the development of the roof of the acetabulum, 
the:e should be no haste in bringing the extremity to a parallel 
position. 

A good range of flexion is of utmost importance in obtaining 
an increase in the other movements, and should be persistently 
p acticed, first with the knee fully extended, and then completely 
flexed. The pelvis must not move during these exercises. 

Extension, frequently limited because of psoas contraction, 
may be increased by hanging the thigh over the side of the table 
with pressure just above the knee. Also in the prone position 
press on the buttocks and raise the thighs from the table several 
times, then put thick pads under the thighs and weights on the 
buttocks for at least fifteen minutes. 

Internal rotation must be obtained before the extremities are 
parallel, in order that the head of the femur will remain in the 
acetabulum. The weakened internal rotators are at first unable 
to move against their powerful and contracted antagonists, with- 
out passive assistance which must be continued until the com- 
plete range has been restored. Inward circumduction will greatly 
aid internal rotation, and should be started as soon as possible. 

Later all the above movements may be repeated while stand- 
ing. A large mirror greatly aids the older children in maintain- 
ing a proper position, during the exercises. 

Wand and dumb bell exercises may now be used to loosen 
stiffness and develop muscles in the region of the lower back and 
hips. The “fall out position,” “fall out” with dumb bells touching 
uner flexed knee, knee raising and flinging dumb-bells over head, 
“wand raising” and walking, and “liver squeezer” with wand 
an? dumb-bells, are not only easily done but retain the interest 
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longer than exercises with less activity. 

One of the chief causes of the characteristic and ungraceful 
waddle during the dislocation of the hip was the marked func- 
tional weakness, of the glutei muscles. The elevation of their 
insertion, especially that of the gluteus maximus, changed the 
course of their fibers, making it impossible for the patient to 
steady the pelvis when standing on the affected extremity. Each 
time the weight was transferred to the dislocated hip, the pelvis 
dropped on the sound side. Being unavoidable before reduction, 
the habit was formed which continued a lameness quite unneces- 
sary after replacement of the hip and strengthening of the 
muscles. The older the child, the more easily this habit may be 
controlled. However, the anxious parents of the younger chil- 
dren are greatly discouraged after the long months of plaster 
treatment and restoration of muscle balance, because the lame- 
ness is apparently no better. Up to this time the limitation of 
motion has not only largely prevented a more normal gait, but 
has encouraged the original way of walking. 

Side body bend with alternate knee bend, first stationary, 
then advancing, hands on hips keeping the body in the vertical 
plane, then “stationary run” with knees up in front, walking with 
the feet slightly inverted and the knees and thighs markedly 
flexed, and skipping, will help to control the limp and prepare the 
patient for more highly co-ordinated exercises. The stall-bars 
and low horizontal ladder, may then be used. 

With the hands as closely together as will permit the knees 
to remain inside the upper extremities, and the feet slightly in- 
verted, climb up.and down the stall bars several times. Then in 
this same position, but with the hands only two rungs higher 
than the feet, change from complete knee and thigh flexion, to 
complete extension of both. Repeat several times. Walking 
over the rungs of an adjustable horizontal ladder, a few inches 
from the floor, which is gradually raised to the height of the knees 
as improvement permits, has proven to be a most valuable exer- 
cise. This should always be done in front of a mirror. 

One stubborn case did not yield to treatment for lameness 
until walking was forbidden. The child moved about on her 
tricycle and frequently practiced her exercises. After a few 
weeks, improvement was very noticeable. 

Lordosis usually disappears, proportionately with the return 
of the complete range of extension of the hip. To greatly aid 
this, the patient while lying with a pad under the lower part of 
the scapulae, may be taught to lower the lumbar spine to the 
table. 

Until the wasted muscles have regained their tone, the appli- 
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cation of heat, followed by massage, should precede their volun- 
tary use. 

Only by a careful study of the abnormality of each case, 
and of the bony changes shown by the x-rays taken every three 
months, may the proper exercises be selected and given, without 
danger of reluxation of the hip joint. There are many other kinds 
of exercises not mentioned here, that would accomplish the same 
results. Those enumerated in this paper, may be easily repro- 
duced at home, which is a most valuable part of the muscle 
re-education. 

Throughout the whole treatment, keep the head and neck 
of the femur in a horizontal and transverse position, the rotation 
exactly equal to the angle of torsion of the upper end of the 
femur, and the abduction exactly equal to the angle of the slope 
of the neck, as recently advised by Calot, and a large and solid 
horizontal vault of bone will be formed on the true roof of the 
original acetabulum. A perfect functional and excellent ana- 
tomical result will then be obtained. 


DISCUSSION OF DR. CHAPPEL’S PAPER 


Harry Leslie Langnecker, M. D. (Lane Hospital, San Francisco) : 


This paper has emphasized a feature in the treatment of 
congenital hips that is essential to obtain the best result. The 
orthopaedic surgeon who bears these facts in mind will have 
fewer poor results. Very soon after the reduction has been ac- 
complished and while the fixation is being carried on, training in 
muscle control should be started, as for instance, toe flexion, and 
as the splint is removed to the knee, the normal movements of 
the foot and leg below the knee, encouraged. Later on by bivalv- 
ing the plaster sp'int and leg still in abduction, full extension of 
the leg and internal rotation at the hip started, and the various 
hip motions, except abduction gradually accomplished, to normal 
range. 

Weight bearing should first be attempted with the use of a 
“ring hip splint.” The value of such apparatus permits the train- 
ing in correct body poise without excessive motion (upward) at 
the hip joint. Graded, indicated, active exercises will strengthen 
the relaxed tissues about the joint, lessen the liability to recur- 
tent dislocation, avoid the characteristic limp and effect normal 
function. 


John C. Wilson, M.D. (1136 West Sixth Street, Los Angeles) : 


Doctor Chappel’s able discussion of the modes of obtaining 
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a return of muscular function following a reduction of a con- 
genital dislocation of the hip is worthy of the highest com- 
mendation. 


A joint, no matter how perfect it may be anatomically, is 
not capable of the best function unless its motor forces are prop- 
erly balanced. The question of habitual muscular weakness and 
muscular damage from overstretching is well known to those 
who have seen children attempt to walk following a successful 
reduction in cases of congenital dislocation of the hip. The after 
treatment which has as its object the return of normal muscular 
action and weight bearing as soon as the hip is stabilized, is as 
important as the mechanical reduction itself. 


A. Gottlieb, M.D. (607 So. Hill St., Los Angeles) : 


Doctor Chappel deserves commendation on his paper in view 
of the fact that he has outlined a course of gymnastic after- 
treatment which may conveniently be carried out by an intelli- 
gent parent. The co-operation of a mother helps to dispel her 
impatience with the slowness of restoring the position of the legs 
and of regaining function ; she learns through experience that the 
necessary 12 to 18 months time is not fiction. 

I wish to emphasize the importance of abduction long after 
the last splint has been removed. This position favors the forma- 
tion of the acetabular roof and the consolidation of the new 
joint. The alleviation of abduction should be very gradual and 
slow. No abduction contracture is to be feared in young chil- 
dren; practically always will parallel position be resumed. Even 
if mild abduction remains for a considerable time, no attempt 
should be made to correct this position, if it does not interfere 
with walking. In many cases it is best to maintain it by means 
of a night abduction trough of plaster of Paris. This is made 
like a plaster bed: the child is placed on the abdomen with the 
affected leg, or legs, in the primary, abducted, position; the 
plaster bandages are molded over the back of the pelvis including 
the lower third of the thorax. This gives an effective night splint. 
Without such a trough, it is best to have the child sleep on the 
abdomen with the reduced leg in the primary position. 

Early weight bearing in the cast as recommended by Chap- 
pel, is greatly to be encouraged. It hastens the formation of an 
acetabulum and the proliferation of bone on its upper edge. After 
all, to gain efficient results in congenital hip dislocations, it is 
essential that the defect be early recognized by physician or 
parent and receive early attention by the Lorenz method of 
reduction. 
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THE PLACE THAT PHYSIOTHERAPY HOLDS IN THE 
ADMINISTRATION OF A SCHOOL PROGRAM 
IN PHYSICAL EDUCATION 


By Marian Sweetser, Assistant Supervisor of Physical Education, 
Los Angeles City Schools 


After having taught in a large public school system for 
several years, experience and observation have convinced me of 
the need for a well organized and constructive system of Physical 
Education, in which Physiotherapy, insofar as it relates to pos- 
ture training and to the correction and control of growth diver- 
gencies and handicaps, plays no small part. 

For although every child, upon entering school, should pos- 
sess those physical qualifications which will enable him to derive 
the greatest amount of benefit from his training, experience 
shows that a large per cent of the school children of today are 
decidedly handicapped physically at a very early age. This 
means a great economic loss and waste in the educational re- 
sources through the duplication of effort made necessary by loss 
of time in the individuals’ having to repeat grades. 


It has long been acknowledged that physical exercise is the 
greatest of all factors in promoting health, growth and develop- 
ment, hence the school authorities must necessarily look to the 
Department of Physical Education for the remedy. 

Many states have recently passed laws making Physical 
Education compulsory for all children attending their public 
schools, thus necessitating a program that will be sufficiently 
flexible to take care of all the abnormal conditions that are to be 
encountered—i.e. 

1. All types of faulty posture (mal foot positions, lordosis, 
kyphosis, scoliosis, etc.) 

2. Nutritional disturbances and modified physiological 
processes. 

3. Nervous disorders. 

4, Pathalogical conditions arising from acute illnesses, in- 
fections, injuries, etc. 

5. Chronic diseases (heart, tuberculosis, etc.) 

6. Permanent disabilities (loss of limbs, blindness, deaf- 
ness, cripples, including accidents of heredity and liv- 
ing.) 

It has been found that by the proper and sufficient amount 

of prescribed physical exercise—or complete rest as the case 
may call for—a large per cent of the above physical handicaps 
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and growth divergencies may be controlled if not entirely cor- 
rected. And it is in dealing with such cases that the administra- 
tion of intelligent physiotherapy plays a most important part in 
the Physical Education Program. 

The field for therapeutic gymnastics,—or as it is usually 
termed in the public schools, Corrective Physical Education— 
has greatly enlarged since the World War, since its value has 
been more widely recognized and advanced by the Medical Pro- 
fession. And while many medical procedures are impractical 
for public school use due to lack of proper equipment, time, and 
a sufficient number of skilled instructors, etc., it is the duty of 
the educational system to aid in the guidance of those educa- 
tional processes which will assist each individual to greater de- 
velopment, growth and power by providing those hygienic meas- 
ures which will start constructive or re-constructive processes in 
the body tissues. To meet this situation individual handicaps 
must be considered and every effort put forth which will lessen, 
compensate for, if not entirely overcome the handicap which the 
individual possesses. 

In many school systems results are more easily accomplished 
in the High Schools than in the Elementary Schools, inasmuch 
as specially trained instructors are more often appointed to 
handle the corrective work, appropriately equipped rest and cor- 
rective rooms are provided and the program is more easily 
arranged to meet individual needs. In the Elementary Schools 
where the Physical Education work is usually administered by 
teachers untrained in therapeutic procedures, much can be done 
by establishing corrective centers to which all children requiring 
special attention and instruction may be sent. Skilled directors 
should, of course, be placed in charge of these centers. As the 
foundation of the child’s future is laid during the early years of 
its life, the quality and amount of the work done in the Elemen- 
tary Schools is of the greatest importance, yet the most often 
neglected. 

In systems where school physicians are available their help 
and advice should be solicited and cooperative contacts formed 
with family physicians, city health departments and all institu- 
tions dealing with diseases of children. For in the selection and 
adaptation of exercise—or lack of exercise—the instructor must 
necessarily be guided by medical advice in a large number of 
cases, especially where distinct pathological conditions may be 
present. 

Various programs will call for: 

1. Regular daily periods of complete rest under supervision, 

at which time the child is entirely relieved from all 
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mental and physical strain. 

2. Intermittent rest periods together with light forms of 
exercise, such as walking. 

3. Individual corrective and therapeutic gymnastics 
adapted to the specific needs of the individual, taken 
individually under supervision. 

4. Individual therapeutic exercises taken under supervision 
in an organized group composed of children with similar 
disabilities (foot work, mild posture cases, functional 
heart cases, etc.) 

5 Special corrective exercises for posture taken under 
supervision, in addition to the regular hygienic program 
of athletics and games. 

6. Supplemental individual exercises outlined for Home 
use. 

The scope of the work is broad and prior to the assignment 

of any physical education work, each child should receive a 
thorough medical examination given by a physician in addition 
to the examination which is given by the physical director for 
the purpose of determining growth and development, organic and 
physical power, and neuro-muscular skill. 


There should be a daily check on all students and the pro- 
gress made recorded at frequent intervals. Unless this is done, 
scientific procedure cannot be carried on, nor results accurately 
measured. Frequent medical examinations are necessary in 
many cases to determine the degree to which the Physical Direc- 
tor may safely proceed. 

The writer hopes that the day is not far distant when a 


“Health and Physical Efficiency” card will be required to be on 
file for every child upon his entrance into the public schools,— 
such card to be kept up to date by regular periodical examina- 
tions and the accurate recording of progress made. This card 
to be kept on file during the entire time of-enrollment in the 
public schools, subject to transfer from school to school, or city 
to city, as may be necessary. Until this ismade possible, Physical 
Education cannot be correlated with other school subjects in a 
rational plan of education and the work of the physical educa- 
tion directors and instructors will be somewhat retarded. 


In a large public school system there are naturally many 
obstacles to be met. All classes, nationalities and types are to 
be handled with an ever present ignorance and skepticism exist- 
ing among many ; however, were it not for the effort that is being 
put forth by the public schools, many children needing physio- 
therapeutic procedures would pass by unnoticed and never be 
given the chance in life that is rightfully theirs. 
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The place that Physiotherapy holds in the Administration of 
a School Program in Physical Education is indeed an important 
one and cannot be too strongly emphasized if the Educational 
Authorities are to successfully meet the ever-increasing indi- 
vidual needs and requirements of a growing civilization. 


RELATION OF PHYSIOTHERAPY TO RE-EDUCATION 


By Dr. J. Duerson Stout 
1029 Vermont Ave. N. W., Washington, D. C. 


Neither Physiotherapy nor Re-education is entirely subsid- 
iary. Each is aimed at the same thing, namely re-establishment 
of capacity and each deals with intellectual reactions on the part 
of the patient. Each involves, also, not only restitution of previ- 
ous capacity so far as possible, but the installation of new capac- 
ity in that conditions are changed by the deprivations and will 
be still different as re-education and physiotherapy proceed. The 
viewpoint of the patient on the subject will be a better one even 
as the accomplishment of results with blunted tools or broken 
tools means the acquisition of the capacity to repair or improvise 
in addition to the capacity to obtain results in the way of finished 
end-products by their use. 

Franz: “Nervous and Mental Re-education.” 

“What is re-education? Re-education involves the same 
principles as other kinds of education, and in no particular do 
the general principles of education and re-education differ.” 


Sometimes re-education involves the training of the individ- 
ual to the formation of habits of using other parts of the body to 
accomplish something formerly done with a part of the body 
permanently or temporarily out of function. The original edu- 
cation involved the use of the various parts of the intact body 
and hence preceeded along traditional lines, and he had living 
examples of the normal use of these parts always about him. In 
the individual to be re-educated we have a variation of this only 
in that the method of accomplishment of the desired activity 
has to be changed and not the activity which is being sought. 
This brings in a great problem in many cases, namely, that of 
sensitiveness to personal defect, in one case, in another it involves 
a preliminary training of the subject so that he may be ready 
for the actual processes of re-education. Physiotherapy and Re- 
education work hand in hand, each supplementing the other and 
each preparing the way for the other. Neither can be complete 
alone. 
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Physiotherapy is a systematized series of procedures of vari- 
ous kinds aimed primarily at increasing present tissue health and 
either reinstating disused function or supplying vicarious mechan- 
isms to accomplish certain forms of lost activity. Re-education is 
primarily a systematized training of the thinking of the subject 
so that he may again assume a healthful, constructive attitude 
toward his environment including his own physical tissues and 
with this new attitude secure the best possible results in the 
use of his body in meeting the changed conditions. 


Yet the reconstructed subject who can carry out certain 
forms of mechanical activity such as clothing himself, or type- 
writing or selling merchandise, but who has not a healthy phi- 
losophy is only partially restored. He still has a large group of 
bad habits of thought and is still dissipating large amounts of his 
energy in an unproductive resentment against his disability or 
against those whom he sees about him doing the things he craves 
to do. So far as this is a healthy stimulus to greater capacity 
development it is desirable for it indicates a background of trust 
in his own reasonable possibilities but when there is a resentment 
at fate or a hatred of others it becomes unproductive and an 
actual impediment to further advance. The subject’s viewpoint 
must be zealously watched and healthily developed. 


The capable guidance of an individual from this low-level 
to a regained and reconditioned capacity involves many things in 
the way of skill and adaptiveness both on the part of the guide 
and the trainee. A constructive sympathetic understanding on 
each side is essential. Routine mechanical exercises are almost 
predestined to failure, for at best they are time-serving and leave 
out of consideration the element of the individual involved. If 
we take a contracted arm following a hemiplegia we have much 
more to do than the mere loosening of muscles, tendons, etc. We 
have to overcome a large element of internal resistance in the 
patient. He has to be reconditioned by the arousal of interest, 
and faith, by the establishment of understanding, by creation of 
new ideas of action, by reconditioning of old ideas, etc. The in- 
variable question in such cases is “Will I be able to use it again 
just like I used to?” The invariable answer must be “Never, but 
you will learn to use it to its maximum capacity and again make 
it capable of taking a place in the complex machinery of your 
mechanical self and a competent servant of your will, etc.” 

The greatest part of the problem is accomplished when the 
thorough co-operation (not enthusiasm) of the patient is secured. 
Ore reason of the poor success obtained in a large group of the 
post-war ‘disabilities is the impossibility of securing such co- 
‘operation due to the compensation problems. This is a normal 
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situation in so far as it concerns these people. If they were able 
to see the values involved by such a situation as compensation 
they would necessarily be past this most important blockading 
force and be able to co-operate very much more willingly in the 
procedures of re-education. We see this on all sides and have 
all of us been much disheartened by it. Yet we overlook the fact 
that it is as much a part of the disease and the individuals reac- 
tion to it as is the use of a cane or crutch. It is just the same 
thing as exists so currently in such neuroses as the headache 
based on an inferiority reaction and serving as an objective plea 
for sympathy and attention. In the reconstruction of the patient 
we have far more to do than merely to put the mechanical ma- 
chinery in order. We have to unlearn certain habit formations 
of thought by explanation, persuasion and education. As this 
advances we are ready to replace these new unsatisfactory habits 
of inaction and maladjustment by a purposeful set of new habits 
that will express the new viewpoint of the reconditioned men- 
tality again constructively dominant over his machinery and re- 
actant to environment as it exists. 

We have come to realize that the field of Re-education is just 
as applicable to intellectual activity as to physical mechanical 
activity. Just as distorted movement and deficient movement 
may be a physical thing so may there be a distorted or deficient 
thinking from comparable causes. It is possible to do much for 
the psychiatric case by re-education. Unwittingly a crude type 
of re-education has been in current use for centuries in that read- 
justment demands were made by the harsh necessity for self-aid 
to survive. It is said that one of the American Indians placed 
a paralytic in a tent on a site separated from the camp of his tribe 
and supplied him with an amount of food and water sufficient to 
last for a given number of days. He was left and knew he would 
be left. until he either returned to the camp by his own effort or 
an appropriate time had come for his friends to perform funeral 
rites over his remains. 

In the medieval handling of such problems as the mental 
disturbances the individual so suffering was treated as a com- 
munity nuisance and restrained with more or less harshness. 
The restraint minimized his opportunity for readjustment and 
even re-enforced his maladjustment. Today the stigma is rapidly 
being removed from the insane or neurotic individual and he is 
accorded treatment as a right, even at the expense of the com- 
munity as a whole. Physiotherapy and Re-education are two 
of the major aids in such treatment. 


We find the methods chosen to meet specific indications. 
The initial approach is invariably to reduce stress by a more or 


q 
| 
; 
q 
q 
<a 
q 
q 
1 
q 
a 
F 


less complete insulation, usually by a change of environment, to 
reduce external demand and afford external support. Then we 
seek to stop the undesirable habits of over-action to environment. 
This stopping of over-expenditure of energy permits a normal 
accumulation of reserve exactly as occurs in the financial field 
when failure and bankruptcy proceedings are imminent and an ex- 
pert called in. Wastage is stopped so far as possible. Then 
healthful, reasonable energy expenditure is endorsed, little by 
iittle, as resources are available. New methods of securing desir- 
able results are sought and put into force. Old methods are 
adjusted to meet the new policy and little by little a reserve is 
created until again a healthy condition pervades the organism. 
The reorganized business rarely bears a marked resemblance to 
the old one. Similar methods with the disturbed human subject 
result in a similar readjustment if co-operation is obtainable and 
rational methods used, but the new individual resulting is never 
the same as the old. This fact is recognized in the Scriptures 
by such phrases as “refined.” It is recognized as a basically 
necessary proceeding in all sound systems of philosophy where 
it is sought to place mankind in a more perfect co-ordination 
with environment. Just as the man so co-ordinated never stops 
his advancement while so co-ordinated so does the subject of 
re-education never cease to improve mentally or physically or 
both while his co-operation with his therapeutic aids is good. 


To return to the more immediate methods available in the 
readjustment of the mentally or emotionally disturbed patient 
to his environment: In a general way there are several stages 
in readjustment. First is a relief from the problems of contact 
so far as is practicable. By this is meant an arbitrary subordina- 
tion of the patient to a new regime wherein he will be relieved 
for the time being of responsibility for the administration of him- 
self. It is accomplished by such a method as is suitable to the 
individual case. It may be by hospitilization and rest in bed or a 
vacation with travel, it may be by throwing the responsibility on 
the physician or it may be by recourse to a religious reaction 
of some character. We believe that a certain number of the so- 
called. insanities are in the nature a flight from stress into an un- 
real situation where by an arbitrary repression of this and exag- 
e-ation of that factor there will be created a livable and more 
endurable cosmos. Whatever be the mechanism called into ser- 
vice the purpose is the same; to stop all avoidable expenditure. 


The second general indication is to encourage accumulation 
of a reserve by a proper continuance of the minimum expenditure 
of external energy and a “trewing-up” of the machinery both 
physical and mental. We here again choose our actual method 
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in accordance with the particular case. In one we establish a 
better physical hygiene and in another a better mental hygiene. 
We seek to properly align the individual to his environment that 
he may work with less waste energy. One will need massage, 
another breathing exercise, another passive or active manipula- 
tion and another will need a readjustment of his understanding of 
the environment he must live in. Certain resentments which 
are unproductive must be reasoned out. He must learn to ra- 
tionalize and dependize his problems and get the ground cleared 
for a more productive crop of mental reactions. 

During this second stage the hardest work of all falis to the 
guide whether he be physician, nurse, cleric or philosopher. He 
must have that fine capacity of impersonal touch which is neither 
an egotistic self-sufficiency or a maudlin sentimentality for he 
can neither drag the patient to competent self-administration or 
successfully serve as a pillow to lay on or a step ladder for the 
untrained individual to climb to competency. The essential 
problem here is a matter of training to a competent self-adminis- 
tration of an individual who feels the lack of some of the things 
essential to competency whether there be an inactive arm, an 
aphasic tongue or a matter of lack of personal courage. 

We must never lose sight of the essential fact that when 
again productive and self-administrating he is going to be a 
different individual from what he ever was before. We may 
represent the change by an algebraic formula such as: 


X = P N 
former loss patient patient training new competent 
personality individual 


and since what is lost (X) cannot be put back as (T) in its 
former entity so can (N) never be identical with (F). T is by 
its very nature better than X since it is not a chance or acci- 
dental development of one capacity or function but is a carefully 
nutured and trained thing upon which accurate thoughtful at- 
tention has been given. The re-educator who seeks to merely 
glue back into place a lost function has failed in the real object 
of his work. The function replaced must be replaced by some- 
thing essentially better. Better from the fact that a growth 
has been induced in the philosophy of the individual. -His ca- 
pacity of self-help has been increased. He sees things in a 
better value and always a truer value. I speak as an idealist 
here, but let us remember that the real work of the growth of 
civilization has always been in the hands of idealists whether 
they were pioneers on the American plains or in the chemical 
laboratories of the effete East. 


From the standpoint of the patient certain other very im- 
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portant things and occurring during this second stage, we may 
liken it to the alimentary action of digestion. On the one hand 
certain disturbing factors have produced an indigestion. On 
the other hand new facts have not been digested and absorbed 
as they must be before they can do their work. Both forms of 
digestion must be complete or well advanced before the organ- 
ism is able to go ahead constructively with current new work. 


So far we have dealt with the more general phases of the 
handling of re-educational problems. Now it is well to come 
to some of the mechanisms of re-education and see how re-educa- 
tion proceeds. The first thing of importance to note is that 
spontaneous re-education follows much the same course as train- 
ing re-education does and strange to say as education does. If 
we make records of progress in a series of cases as Dr. Franz 
and others have done we see that there is a very interesting 
curve plotted out and this curve of progress is very akin to the 
curve of progress of a normal individual in learning a new thing. 
There is a stage of advance and then of apparent recession with 
a loss of some of the new knowledge and then another stage ot 
advance to a higher level with another drop in efficiency, etc. 
During the advance evidently, co-operation, concentration, un- 
derstanding, etc., are in a desirable activity and in the stage of 
recession they are not. However we now realize that these 
stages of recession are not evidences of lost time. Thev are 
rather stages of actual digestion if we may again use this term. 
The newly acquired information and the attendant new path- 
ways through the neurone network of the nervous system are 
being consolidated, that they may serve as a part of the organ- 
ized total of nervous capacity. This being done they function 


again and the organism is ready to go on to further gains.. 


Sooner or later we see our curve come to a plateau in which 
neither gain nor loss can be shown. Yet the patient is going 
through his usual routine of training and we feel that he has 
not made his maximum advance. . Both patient and trainer may 
become discouraged for a time and lose interest. As a matter 
of fact the loss of vital interest on the part of one or the other 
is usually the cause of the arrestment for we find that a varia- 
tion in the method of approach or a change in the technician 
almost at once gives a new advance in capacity. It is trite to 
say that many an attractive, appealing nurse has been the means 
of exciting a new interest in life in the downhearted patient. I 
think I have heard that some hospitals rotate such nurses among 
their seriously ill patients and I know that a wise physician takes 
advantage of such an elemental principle of psychology in his 
practice. A charming attendant is a tremendous asset. A new 
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interest revivifies the problem at once. 


Similarly the problem grows stale to the patient and aid. It 
is well to have a rotation of problems and to have graduated 
problems though he must not skip from one to the other too 
lightly or until actual progress is made and staleness appears. 
It is just as true that we may surfeit a re-educational patient 
by a multiplicity of problems imperfectly dealt with or made 
burdensome as that we may spoil a growing child with toys. 
We must never lose sight of the fact that it is serious work 
for a serious purpose that we are engaged in and not a matter 
of diverting a bored invalid. Always the matter of responsibility 
must be felt by both. 

This at once suggests the bad psychology of the partly fin- 
ished task which has not been returned to and advanced after 
a period of rest and of the persistence in a stereotyped exercise 
either mental or physical to the point of boredom. Fortunately 
or unfortunately we are so constituted that we cannot direct 
continuous attention from anything for an unlimited time. | 
remember that I secured a new electric hemoglobinometer several 
years ago and was surprised to see among the instructions that 
I should only use my eyes in the gauging of the tints of blood 
and scale for about a 15-second interval. I have found that it 
was a very justifiable warning as fatigue or retinal fag occurs 
in about that time. With a series of activities, of course, the 
occurrence of fag 1s much retarded but nevertheless occurs as a 
normal phenomonon whether it be active or passive manipulation 
being carried on. Even while I have been reading this paper 
each of you has found his mind at times in perfect rapport with 
mine and suddenly become aware of distracted interest and a 
mechanical valueless state of inattention in which just words 
were hea: d and no real co-ordinating thought occurring. This is 
a normal thing. We always manifest it. We may cali it “wool- 
gathering” or anything we please. It is nevertheless in every 
individual ever present and marks sometimes fag in the atten- 
tien or diversion to some other mental process than of hearing. 
Often it means digestion and co-ordination. Often it ‘means 
diversion to some more congenial or easy mental process. 

If this occurs in us who are ostensibly normally equipped, 
how much more is it evident in the re-educational subject? We 
sometimes hear of the pupil who surpasses the teacher in appli- 
cation and forces greater application by the latter, but most of 
us have yet to be so fortunate in our pupils. Indeed when the 
pupil leads he has ceased to be a pupil and becomes a student. 
From that time on he leads and explores new paths of knowledge 
and acquires new forms of skill for himself. His philosophy of 


-g 
— 
‘ 
q 
| 
> 
i 
q 
i) 


_Tue P. T. Review 


self help is now strong enough to make him assume a new place 
in the community and in his own estimation of his worth to the 
community. He is a patient no longer. 

In a way we may say that re-education is the end and aim 
of rehabilitating the incapacitated individual so that he may again 
take his place in social life or community life and that physio- 
therapy is one of the methods of accomplishing this aim. Or to 
put it differently: Re-education is carried on in two ways—the 
first is psychotherapy or the establishment of a normal view- 
point on the part of the patient. The second is the actual appli- 
cation of this new viewpoint to practical physical activity and 
is what we carelessly think of as comprehending the whole of 
re-education. Physiotherapy is the physical means employed to 
first prepare the physical tissues to do the new work and secondly 
to establish the new habits. This imparts to physiotherapy a 
greater function than merely the application of baths, massage, 
manipulation. 


It is true that by a herd instinct we each are impelled to aid 
those who are disabled or in difficulties, but it is also true that 
considerable mischief may be done by an improperly guided 
attempt to aid. In order to be of real aid we must understand 
the problem as a whole and have some degree of skilled knowl- 
edge as to what can be done to remedy the defect and of the 
technique of its application. A mere maudlin sympathy on the 
part of someone thrown into close contact with a patient such 
as a member of his family or some well-intentioned friend, may 
be sufficient to completely nullify the work of a trained aid or 
physician with perspective of the problem and of acceptable 
methods of combating it. 


For this reason it is often necessary that there should be a 
clear understanding on the part of the physician and others about 
the patient; that there shall be no interference. For that matter 
it is rarely possible for two physicians each of whom may be 
right to be in attendance upon a patient at the same time unless 
there is a division of the fields of their approach to his problems. 
No skilled physician called into consultation on a case of heart 
disease would consider the arbitrary change of the regime of the 
patient without the knowledge and sanction of the other phys- 
ician, not on account of the matter of professional courtesy but 
because he realizes that there must be uniformity of counsel and 
singleness of responsibility. If this is true in a case ‘of heart 
disease, it is equally true in the application of a method of treat- 

‘ment that takes into consideration the necessity of a thorough 
co-operation on the part of patient and physician and calls for a 
singleness of aim in the methods used. 
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For this reason it is well that there would be a clear under- 
standing of the responsibility of each individual who is working 
with the patient as to what his or her responsibility is. It can 
not be split. It must be all assumed in the final analysis by one 
person. Only the technical application may be shared. Much 
better team work will be done where the problem as a whole is 
left to the physician trained in this kind of work and explanations 
of a general character referred to him. The steps in the tech- 
nique of treatment should be determined by him either inde- 
pendently or in conference with his assistants and then the actual 
method to be used to secure these intermediate results decided 
on and applied. But the physician who fails to consider the 
skilled viewpoints of his assistants in the choice of the best 
means of securing these results and in the evaluation of the 
feasibility of the methods applied and values of the results ob- 
tained is like the commander of a military force operating against 
a hostile force and failing to pay attention to the viewpoints and 
reactions of others. He has neglected to multiply his own knowl- 
edge and capacity by that of those about him who feel responsible 
for certain phases of the problem and hence have a more techni- 
cal knowledge of the parts of the problem with which they have 
intimate contact. In other words it is as important that there 
should be a close and sympathetic co-operation between the one 
in charge of treatment and his aids as between the patient and 
both physician and aids. Thorough co-operation must exist 
and there must be no division of the final responsibility. 


My own opinion is that the physician who is in charge may 
make just as great a mistake in presuming to know more about 
the actual technique of the physiotherapeutic measures he pre- 
scribes than the skilled user of these measures as the physician 
who presumes to go into a drug store without special training 
and experience and fill his own prescription for a complicated 
powder or capsule. 


Let us apply this principle to a hypothetical case: We will 
presume that a man with a partially atrophied and functionally 
inactive right arm comes under treatment. The physician goes 
over him and determines in his own mind that this is a func- 
tional condition without organic nerve or bone disease. He 
makes a successful contact with the patient and secures what the 
psychoanalyst calls a “positive transfer” so that the possibility 
of co-operation is established. Then after preliminary explana- 
tion he judges that certain conditioning exercises must be carried 
out with regard to the physical tissues of the arm. He calls 
in the aid of the physiotherapeutist and presents the problem 
to him or her and turns the case over to them with certain in- 
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- structions as to what should be done. If he gives these instruc- 
g tions either by word or implication so that he is merely using 
n a piece of machinery he gets exactly that in the way of service. 
e But if he says “first we want to restore the normal physical 
h condition of this arm so far as is practicable by massage, certain 
s forms of electricity, etc., before we make any attempt to com- 
s mence active use of it,” he has called in an aid and not a piece 
- of machinery. Then the work having been commenced by the 
- aid who has assumed the job of physical restoration, she com- 


1 prehends what is being sought and applies herself to that one 
d aim primarily. If she tries to meddle with the next step of the 
e problem, namely to induce voluntary use of the limb she is 
t making the next stage doubly hard when the time for it to be 
e commenced. If the aid expresses an opinion as to the wisdom 
- of this particular treatment or as to the nature of the condition 
t and the possible outcome of it she is entering the realm of the 
d physician who is carrying the responsibility and hence who must 
- be the one to make decisions. The aim of the re-educator and 
e of the physiotherapeutist are in the final analysis the same, 


I- namely to restore normalcy of function to the individual as a 


e whole or to supply new mechanisms that may be used to secure 
e normal or relatively normal function that the individual may 
e make a more successful contact with his problems and yet their 
d methods and technique must always differ. The physiotherapeu- 
t tist deals in terms of methods and responses, the re-educator 

deals with the thinking of the individual, with the variations in 
y the individual psychically and physically which have resulted 
t from his catastrophy and seeks to determine what he needs and 
_ how best to supply this need. If we had to reduce the functions 
n of the two workers to a single word for each we might almost 
g say that the re-educator was primarily a psychologist and the 
d physiotherapeutist was primarily a technician. One uses per- 

spective and the other makes that perspective practicable. One 
1 constructs a plot from real life and seeks to arrange the final act 


so that it will be an epic. The other stages it. The playwright 
may be a poor stage manager and the stage manager may be a 
poor playwright. Here too we find the truth of the saying that 
this is an age of specialization. The specialist in his own field 


‘ accomplishes more adequate service than the general worker 
‘ who dabbles in many fields. That is the justification for special- 
ization. 

d In a way re-education proceeds along very logical lines. If 
s a fisherman has a torn net to repair, the first thing that he does 
n is to spread it out and see what is the matter. He lays it flat 


\- and pulls and straightens here and there until he has a knowledge 
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of what parts are missing, what parts are torn and hanging 
unused, what parts are stretched or broken or what not. Having 
made a survey of what is the actual damage he starts in as a good 
workman to put things in as near their normal relations as pos- 
sible and then finds what he needs to make repairs. As near as 
he may he reproduces the previous condition of intactness but 
sometimes he finds that it is better economy to vary the model 
or the size of the net. 


Sometimes he turns it over and puts the major stress on a 
different part of it, sometimes he puts heavier floats or heavier 
framework or heavier sinkers on it. Sometimes he arranges it 
for a different kind of service altogether. This is exactly what 
is done in the reconditioning of a disabled human being. The 
skilled worker in these fields only finds one that must be written 
ott as a total ioss. He usually finds that the capacity of the 
individual and that the demands of environment are not in har- 
mony and that by correction of the individuals defects so far as 
possible, that by adjusting the environment he is to work in and 
finally by adjusting the contact of patient to environment he has 
brought about the establishment of a successful recovery. A\l- 
ways his first step is to find out what is the matter, not what 
seems to be the matter. For this purpose he makes a careful 
study of the problem as it actually exists, not only as to the net 
but as to the environment that that net must- work in. He 
considers the tides, the currents, the debris it must encounter, 
the kind of work it is expected to do, etc. Often he finds that 
the original net and the tasks it undertook were not suited, and 
as a psychotherapeutist he seeks a better adjustment of stress 
and capacity to meet it. 


Sometimes he has more physical problems to meet in the 
handling of the results of disaster. Again he lays out the net to 
see what is actually the matter. He makes a careful study of the 
condition of its various parts and determines from his experience 
what is the best method of repair. As a re-educator he studies 
not only the actual defects existent but conside-s what is the 
practicable remedy. His job is not only to patch up the holes by 
weaving new netting in or by tying here and there to restore 
torn meshes to their original position. He has a larger task. 
He has to determine whether by changing the individual’s place- 
ment in life he may turn out a better piece of social and eco- 
nomic machinery, for after all much of the success and happi- 
ness of the individual are made up of the way that he meets his 
environment. This rehabilitation work, which corresponds in a 
general way with the net-repairer’s salvaging of a net, is a ve-y 
important part of the problem of re-education. The job of re 
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education is only half done until there is an economic placement 
accomplished. It must be remembered at all stages of the 
therapeutic contact with the patient that he is a social entity 
and an economic entity with the need of a working contact with 
environment. He must be handled from the start with the idea 
of a normal application of interest, effort, sympathy, co-operation, 
etc., with a healthy environment so chosen that he may be able 
to accomplish the maximum as a normal member of the com- 
munity. Misanthropes at the end of treatment are not only a 
poor advertisement but, even though restored to their maximum 


_ mechanical capacity, are not rehabilitated in the sense that they 


are ready to do their best in the community. The breaking up 
of bad mental habits is one of the most important problems of 
both the physician and the therapeutic aid. They both set a 
healthy example and stimulate self-help though in a different 
way from the very nature of their methods of appreach. One 
seeks to build by logical means a better viewpoint and the other 
inculcates lessons of industry and persistence. Each is essential 
to good work. The greater their co-operation the better is going 
to be the product turned out. 


As a matter of technique it is important that persistence 
should be realized by both patient and his trainers. The novelty 
soon wears off for all of us when a particular proceeding has been 
carried on a few times.. We at once bring in our habit reaction 
and judge that since we cannot see immediate results accom- 
plished from the routine exercises there is going to be no result 
accomplished. For this reason it is well that there should be 
convincing proof of progress. We have short: memories also 
for such things as the progress in improvement. It is well that 
we should have grafic charts kept up to date for each kind of 
exercise for which the results can be recorded in figures or angles. 
It is the constant experience of all who do rehabilitation work 
with the physically disabled that the use of such charts of prog- 
ress with appropriate curves of accomplishment is a tremendous 
stimulant to better. work.. Daily and weekly. curves can be 
plotted and put into a place where they are under the eye of the 
patient for comparison. Curves of progress should be made and 
their significance made clear. Explanation of the saw tooth of 
progress should be made and the patient and aid as well as the 
physician in charge brought to realize that all. normal learning 
and all abnormal learning follow the same curve with gains, 
losses and plateaus. Normal individuals may be put through 
a series of training exercises to show that this curve exists. It is 
sometimes very valuable that an individual with a unilateral 
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side in the carrying out of the new exercise to convince him that 
he himself is presenting a saw-tooth curve with the well side as 
with the disabled side and that the only difference is in the speed 
with which he makes progress with the well side as compared 
with the disabled side. The plotting of two or three such curves 
will take little in the way of time as it can be done while there 
is rest to the disabled members. 


In the actual recording of results it is well that there should 
be as great accuracy as possible and a careful reproduction from 
day to day of the mechanical relations under which the work is 
done. Placing a limb in a different position for a given exercise 
on two successive days is going to make some unavoidable 
change in the figures recording the work accomplished. Simi- 
larly the use of similar apparatus is going to vary results. So 
far as possible a piece of adjustable apparatus should not be 
used on several patients at the same time if change in its adjust- 
ment is going to be required. With each piece of apparatus 
there should be some method of measuring the results obtained, 
either as to degrees of motion or distances traveled or speed or 
force. The apparatus actually chosen must depend upon the 
individual problem being handled and is subject to wide varia- 
tion. Most of it may be improvised with a little ingenuity from 
very simple basic apparatus. It may be said that the simpler 
it is the easier it is going to be for the patient to co-operate and 
maintain interest. The more complicated the less productive 
interest there will be as it will be removed from the basic neces- 
sity of having a play interest. After all we do our best work 
when there is this element of a play interest and our least efficient 
work when it is “over our heads.” In the latter case we more 
and more become subjec‘s and disinterested, bored automata, 
put through our paces. Even a race track uses the principal of 
a pacemaker in the training of a normal healthy race horse. In 
the laboratory we try to have several similar patients under treat- 
ment at the same time for the same purpose. 


Since the 1912 work of May and Sherrington we know that 
active contraction of a muscle group is accompanied by an “active 
lengthening” of the antagonist group. This is a rather important 
point in the handling of a motor disability. It brings home to 
us that we are not dealing with isolated structures at all but with 
a disability of the organism as a whole though manifest in one 
area only. It seems that we have to handle the organism as a 
whole and not as a collection of functionally independent parts. 
Our work must be the re-establishment of as near a normal bl- 
ance between functionally dependent parts as is possible. The 
most thorough attention to a flexer disability that neglects the 
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extensor group is not complete work. The most careful work 
on a disabled leg that neglects the resynchronism with the other 
leg has not restored a functional relationship of the best grade 
to this whole organism. The most efficient work on the physical 
man must also consider the intellectual man. The principal of 
this functional relationship existing between the physical and 
psychic is coming to be better understood all the time. Some- 
times we cynically think that we have been merely “selling our- 
selves to the patient” when we spend time in enlisting his sup- 
port and co-operation by making him understand what we are 
doing. But we are really doing something much more important 
and even intrinsically necessary when we show him the way the 
machinery works. We are building his confidence in himself 
as competent to make a better adjustment of himself to environ- 
ment. The physician or nurse or aid is, after all is said and done, 
intrinsically a teacher who seeks to make the patient more com- 
petent to administer himself as he is. For him to be able to do 
this he must accurately comprehend the nature of the problem 
and have some idea of the fact that his problem is not different 
from that of the rest of the race. The better his philosophy, the 
better his methods and the better his results. Franz (page 17), 
says: 

“In simple terms, then, the principle of re-education .is that 
of habit formation. It is either a replacement of the old, inade- 
quate, or harmful methods of reacting with new habits more like 
those of the other individuals in his environment, or it is the 
formation of new habits to take the place of those that have 
been lost. In other words, re-education is to the abnormal what 
education is to the normal—it is a matter of the acquisition of 
habits that will enable the individual to take his place in the 
working, playing, social world.” 

And still we have not put into words our original thesis of 
the relationship between physiotheraphy and re-education. 


An attempt has been made to show that the re-educator is 
engaged in the same problem in the same way whether he be 
designated as physician, nurse, physiotherapeutic aid or teacher. 
The problem is the same, namely the establishment of new ca- 
pacity of self help and efficiency in an individual who has lost 
or never developed some capacity of contact with the world about 
him. The problem is the same in the final analvsis whether it be 
the presence of a mental infirmity or a physical infirmity namely 
the reinstitution of a constructive contact with the individual’s 
environment. The physiotherapeutist who mechanically carries 
out certain passive movements day after day in a routine manner 
has missed the real problem. It is not merely the loosening of 
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the muscles or tendons, the increase of blood supply, the improve- 
ment of alimentary conditions, etc. It is the re-establishment 
of a working efficiency by training first of all the viewpoint of 
the patient to a better perspective, by removing obstacles and 
reapplying his interests, in other words putting him to work with 
a hope of success and a training of him into a more competent 
idea of what success means. Re-education is largely abortive 
if it aims to exactly re-establish a previous capacity. It must 
do more. 


CHAPTER NEWS 
Boston: 


The Massachusetts Physiotherapy Association, after much 
debate, became incorporated in June, 1925. We are now the 
Massachusetts Physiotherapy Association, Incorporated. 

The September meeting was a “get-together” and those who 
were at the annual convention gave a resume of it, trying to 
pass on the inspiration which they had received to those who 
were not able to’go. 

The October meeting was an “experience meeting” in which 
different members. told of their work and problems. 
Pennsylvania: 


The Pennsylvania Physiotherapy Association held its regu‘ar 
monthly meeting at the Polyclinic Hospital in Philade‘phia on No- 
vember 7th. Dr. DeForrest P. Willard, Professor of Orthopaedic 
Surgery at the Graduate School of Medicine of the University of 
Pennsylvania, gave a very interesting and instructive talk on 
“Congenital Deformities.". Miss Mary Rockhill, president of the 
chapter, read and discussed her notes taken at the national conven- 
tion last June at Atlantic City. 

New York: 

Note: The Editors feel that the program of the New York 
chapter for this year is especially well thought out and planned, 
and so are publishing it just as it was sent to us by Miss Emily 
Griffin, the chapter’s president. We hope that it may be of help 
to other chapters. 

“At our first Executive Committee meeting our year’s pro- 
gram was formulated and presented to the members at the first 
regular meeting. The meetings are to be divided into two parts, 
the first for any business that may come up and an informal dis- 
cussion of the subject of the evening, led by a member who has 
been previously appointed to be responsible for the meeting. She 
may either present case reports or bring any information on the 
subject which she has selected for the evening’s program. 
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The second part of the program is to begin at 8:30 and will 
consist of one or two short papers, of not more than twenty 
minuies each, by doctors who have been invited to talk about 
the subject of the evening. These papers will be read at once, 
at the beginning of the second part of the program and will then 
be discussed by the other doctors present and the members of 
the chapter. We hope to encourage those doctors who are in- 
terested in our work to come to our meetings and help discuss 
the papers. 

The rest of the business of the chapter was given to especially 
appointed committees, the chairmen of which were appointed by 
the Executive Committee and they in turn were to appoint two 
members to serve with them, thus bringing in as many active 
members as possible. 


1. Membership. This speaks for itself. Although there are 
only th-ee members to this committee, every member is 
unofficially on duty. Chairman, Mary Ellis. 


2. P. T. Review. To report the meetings and any interesting 
bits of news to our paper. Chairman, Eunice Taylor. 


3. Schools. In this part of the country there are many 
schools and ‘so-called schools of physiotherapy, whose 
graduates are applying for membership in the Associa- 
tion. The duties of this committee are to look up the 
standards and requirements of these schools so that we 
may be sure they meet with those of the Association; 
also, to show these schools why their graduates are not 
eligible. Chairman, Dorothy Kinne. 

4. Professional. There is much literature being written on 
our subject and those in which we are interested. The 
duty of this committee is to bring to each meeting a list 
of the best, and where they may be found. Chairman, 
Frances Philo Moreaux. 

5. Political. From time to time questions concerning the 
licensing of P. T.’s in different states come up. We want 


to be sure that we are not included under the head of ° 


Chiropractors, etc., and that we know the requirements. 
Then, as it becomes practical for the chapters to be in- 
corporated, someone must take care of the legal side. 
Chairman, Dorothy Savage. 
We hope that our program will prove effective, and are 
looking forward to a busy year.” 
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HERE AND THERE 


Miss Helen Chapin, one of the old members of the Boston 
chapter, has returned to Boston after being on the Pacific Coast 
for some time. 


Miss Hedvig Monberg returned recently to New York from 
Denmark, where she spent the summer. 


Mrs. Ella Biondi is taking some intensive courses under Mr. 
Niels Bukh at the Gymnastic People’s College, Copenhagen, Den- 
mark, 


Miss Selma Larsen spent two months in Sweden this sum- 
mer visiting her mother. She returned to New York and was 


married on August 29th to Mr. Daffin Backstron. 


Dr. Harry Eaton Stewart of the New Haven School of Physio- 
therapy has just published a new book on Physiotherapy Technique. 


_ If each'chapter would appoint a member whose duty it is to sen’ 
material to the Review for the “Chapter News” and “Here and 
There” columns, as well as papers given at the various chapter meet- 
ings, the work of the editors would be greatly facilitated and the 
Association would have a better magazine. Why not make that a 
regular office and elect or appoifit some one to fill it just as you do 
with your presidents and sécretaries ? 


AMERICAN PHYSIOTHERAPY ASSOCIATION 
Application for Membership 


Date 


Name 


ees eee se 


Present Occupation 


Send application to the Secretary, Miss C. Grace Courter, 
389 Clifton, Avenue, Newark, N. J., who will forward member- 
ship blank. 
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Regulation Physioterapy Uniforms 
Dark Blue with White Collar and Cuffs 
For Service in U. S. Government 
Made to Order of Thoroughly Shrunken Goods 
Send for Measurement Blank 
We make Nurses’ Uniforms in Many Styles of All 
the Popular Materials 


THE UNIFORM SHOP 


Tel. Back Bay 5067 739 BOYLSTON STREET, BOSTON, MASS. 


COURSE IN 
X-RAY TECHNIQUE 


For graduate nurses, under-graduates 
and other qualificants. 


Six Weeks Intensive Course 
in the Technique of 
Radiography 


Next course begins January 4th, 1926 


For further particulars address 
Director, Extension Teaching, 
Hunter College, New York City 
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Reliable 
Physiotherapy 


Service 


Modern merchandising methods require proper facilities for distribu- 
tion of the product. Reliability and financial stability on the part of the 
dealer or representative handling the product assure the purchaser of 
highly satisfactory transactions. Courteous service can be had by dealing 
with representatives of that kind. 


McINTOSH DISTRIBUTION POLICIES 


All distributors or dealers handling McINTOSH Physiotherapy appa- 
ratus are established concerns of financial responsibility, well known in 
the trade for their ability to perform all contracts entrusted to them, 
and are either institutions having a rating in Dun or Bradstreet, or in 
remote localities where such concerns cannot be secured, the representa- 
tive is placed under bond as a protection to the customer and the house. 

This corporation has adopted a policy in chodsing its representatives 
which assures highly efficient and satisfactory service to all buyers. 


PATRONIZE YOUR SURGICAL INSTRUMENT DEALER 


Leading surgical instrument dealers of the United States—one in 
each large city—act as supply depots for McINTOSH PHYSIO- 
THERAPY APPARATUS. Such dealers carry a complete stock of 
McIntosh equipment. They are prepared to make immediate deliveries. 
YOUR INTEREST AND YOUR DEALER’S INTEREST ARE ONE 

Help your community and your home city by making your purchases 
where they will tend to raise values in your own neighborhood, and thus 
help to reduce local taxation. There is a dealer near you. 


McINTOSH ELECTRICAL CORPORATION 


Main Office and Factory: 
McIntosh Bui'ding, 234 N. California Avenue, CHICAGO, ILLINOIS 
New York, 303 Fourth Avenue Boston, 80 Boylston Street 
Pittsburgh, 4002 Jenkins Arcade 
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ADVERTISEMENTS 


AS THE DRUG STORE SERVES THE DOCTOR; 
SO DOES THE FOOT FORM SHOE SHOP CARE- 
FULLY FILL. THE PRESCRIPTIONS FROM THE: 

-ORTHOPEDIST, PROPER ATTENTION IS GIVEN. 
BY EXPERIENCED FITTERS TO EVERY MEM- 
BER OF THE FAMILY. 


THE FOOT FORM SHOE SHOP, INC. 
a 13 West 39th Street, New York City 


ne 


MARTIN LESCH 
ORTHOPAEDIC APPLIANCES 


Trusses 


163 EAST 52nd STREET, NEW YORK 


Lady Attendant by Appointment 
Phone: Plaza 9058 


Read Our “Ads” Carefully. 


These Firms Are the Best, Specializing in P. T. Equipment. 
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NEW HAVEN SCHOOL. 
PHYSIOTHERAPY 


Seventh Year — 1925-1926 

Technicians. A comprehensive one year course is given tf 
beth the theory and practice of each type of physiotherapy; in- 
eluding the use of the verious modalities of electricity, heat 
massage, light, water and exercise... Clinical experience in threé 
hospitals and three clinics affords thorough preparation for posi 
tions under Civil Service, in physicians offices, hospitals and 
clinics. School year, September 28, 1925, to June 138, 1926. 


Requirements: Graduation from’ a secondary school, plus 


two years of physical. education; nursing or collegiate ‘work; 


High school graduates accepted on probation. Last short sume 
mer course June 16th, 1925. 


Physicians. Special short courses are arranged for grads : 
uates in medicine. 


Catalogue sent on application to 


HARRY EATON STEWART, M.D. 
420 Temple Street ~~ New Haven, Conn. 
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